A 46-year-old male presents with painful oral ulcers, which have become more frequent over the past fortnight since he stopped smoking. Examination reveals a shallow, well defined, round ulcer on the oral mucosa.
This is an aphthous ulcer
Aphthous ulcers are clearly defined, painful, round or ovoid ulcers that are confined to the mouth. They are often recurrent, affecting about 20% of the population, with onset usually in childhood.
There are three main types of aphthous ulcer: minor, major and herpetiform. The most common, minor ulcers, are 2-8 mm in diameter and heal without scarring within 2 weeks. Major ulcers are often 1 cm or more in diameter, healing slowly over several weeks, often leading to scarring. Though their appearance suggests a viral cause, herpetiform ulcers are not caused by a viral infection. Multiple pinhead-sized ulcers often fuse together, forming larger irregularshaped ulcers that usually heal within a month.
Systemic features such as fever, weight loss, a change in bowel habit, eye inflammation, joint pains or ulceration affecting the palate, gums or extra-oral body surfaces suggest an underlying condition.
Examples of conditions that present with aphthous-like ulcers include vitamin B12, folate and iron deficiency, inflammatory bowel and coeliac disease, Behçet's and Reiter's syndrome and immunodeficiency.
Alternative diagnoses include herpes simplex infection, chicken pox, hand, foot and mouth disease, and an adverse drug reaction (e.g. to non-steroidal anti-inflammatory drugs, nicorandil or beta-blockers).
Blood tests should be performed if an underlying disease is suspected (full blood count, erythrocyte sedimentation rate, ferritin, folate, vitamin B12, immunoglobulin A and anti-tissue transglutaminase).
Any ulcer that has been present for longer than 3 weeks should be considered potentially malignant and referral for an urgent biopsy arranged.
Where possible, patients should be advised to avoid precipitating factors, such as oral trauma (use a soft toothbrush, avoid hard foods), anxiety and stress (relaxation techniques) and certain foods, if they are obviously related to ulcer development. Smoking cessation may precipitate ulceration, but patients should be advised that this will settle.
Symptomatic treatment for pain should be offered. Options include a short course of a low-potency topical corticosteroid (e.g. hydrocortisone oromucosal tablets) or a topical analgesic (e.g. benzydamine hydrochloride). An antimicrobial mouthwash may be recommended to prevent secondary bacterial infection.
A non-urgent referral to the oral and maxillofacial department should be made for anyone with frequent or severe aphthous ulceration not adequately relieved by symptomatic treatment. Referral should also be considered when an underlying cause is suspected. Review by a dentist should be recommended to anyone with a suspected dental cause of recurrent ulceration. 
Helpful links

